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the reason that too small doses are given, or because the
treatment is not carried out faithfully and systematically.
Then, again, it is essential that we should select only such
cases as are likely to benefit. One can hardly expect good
results to follow the administration of ichthyol in cases

where both lungs are riddled with tuberculous cavities.
Here exhaustion and emaciation are so extreme that nothing
can stay the onward and steady progress to death. To say
that ichthyol is valueless because it has failed in such cases
is to display our own ignorance in looking for success in such
hopeless circumstances. Ichthyol is not a curative substance;
it is a palliative agent. It acts by direct local influence on
the areas involved, reducing inflammation and getting rid of
the foreign matter present. It does not kill the organisms
but it renders their toxins much less active and virulent.

I trust that these imperfect remarks will stimulate those
of you who may not have given ichthyol a fair trial in

pulmonary disease to investigate it more closely, and even
if you see fit to differ from me in regard to its mode of action
still I shall not feel that the time spent in coming here this
evening has been spent in vain.
Edinburgh.
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MOUNT VERNON HOSPITAL FOR CON-

SUMPTION, HAMPSTEAD.
A CASE OF HYDATID DISEASE OF THE LUNG ;

SPONTANEOUS RECOVERY.

(Under the care of Dr. J. EDWARD SQUIRE.)
FOR the notes of the case we are indebted to Mr. Sydney R.

Williams, senior resident medical officer and registrar.
The patient, a well-nourished single woman, aged 22

years, was admitted to the Mount Vernon Hospital, Hamp-
stead on Feb. llth, 1903. On Feb. 9th, whilst teaching
in school, she had a severe fit of coughing which lasted
for about 20 minutes and brought up a piece of membrane
of about the size of the palm of the hand" which at once
relieved the cough and the choking sensation which accom-
panied it. The previous history was that she was quite
strong until the early part of 1901 when she was operated on
for tuberculous disease of the ankle-joint. A little later in
the year whilst singing she " felt something give way in her
chest" and on the next morning she began to cough and
brought up about three ounces of bright-red blood and after-
wards some blood-stained froth. In November, 1901, she had
influenza with pneumonia and pleurisy and was ill for six
weeks and again brought up bright-coloured blood several
times. She resumed work after Easter, 1902, feeling quite
strong. She occasionally expectorated blood-stained phlegm
and in December, 1902, again brought up some pure blood
and was sent to see Dr. J. E. Squire. She continued at work
until Feb. 9th when after a severe fit of coughing she brought
up a large piece of membrane.
On admission to hospital she was still coughing up shreds

of membrane. She had never been out of England and
careful inquiry failed to elicit evidence of any fluid ever
having been expectorated or vomited. On examination
deficient movement and expansion were noticed on the right
side. There was dulness on percussion above the right
clavicle extending down to the upper border of the second
rib and in the supraspinous fossa. Over this area the breath
sounds were bronchial in character and vocal resonance was
increased, but there were no adventitious sounds heard. At
the right base there was dulness, commencing above at
the sixth rib in the line of the angle of the scapula
and extending down to the lower border of the ninth
rib. This patch of dulness extended to within two
inches of the spine and outwards as far as he posterior

axillary line. Vocal fremitus was absent over it, except over
a spot of the size of a crown-piece immediately below the
angle of the scapula in the eighth intercostal space. In this
small area the breath sounds were distinctly tubular, vocal
resonance was bronchophonic, and whispering pectoriloquy
was present. Over the rest of the dull area the breath
sounds were absent as well as vocal fremitus and vocal
resonance. Examination with the fluorescent screen showed
a deep shadow in the position of the dull area with a
lighter spot at its lower part corresponding with the
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s Posterior view. a, Dulness in supra-spinous fossa. b, Upper level of
I. dulness at base. c, Area of bronchophony and pectoriloquy.
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small area over which the breath sounds were tubular.
- 

The patient continued to cough up shreds of membrane for
a week after admission, until Feb. 18th. On one occasion a

piece about two square inches in size was coughed up and
this was distinctly laminated in structure. In no instance
were any daughter cysts or booklets discovered, though
careful search was repeatedly made. On March 3rd the breath
sounds were more tubular and much louder, pectoriloquy
was more marked below the angle of the scapula, and the

p area of dulness had considerably diminished. The patient
remained in the hospital until March 24th but no shreds of
membrane were coughed up after Feb. 18th.

g Remarks by Dr. SQUIRE.-The patient was sent to me on
d Dec. 24th, 1902, by Mr. E. Waggett because she had for
e some time occasionally expectorated blood-stained frothy
e 

mucus and bright blood. On physical examination the right
shoulder was found to be lower than the left, due to the
manner of standing. There was diminished respiration

e movement, with dulness and absence of breath sounds,
n vocal fremitus and vocal resonance at the right base both
n front and back. The heart sounds were conducted round the
cr base. Below the right clavicle the breath sounds were
d tubular in character and the expiratory sound was pro-

longed. There were no r&acirc;les. The signs at the base in-
d dicating fluid, with a history of previous pleurisy, I naturally
x concluded that there was some unabsorbed pleural effusion
ul and the conduction of the heart sounds suggested thickened
e pleura. With a tuberculous history and some tubular breath-
n ing at the apex I suspected a tuberculous pleurisy and
d advised that no attempt should be made to remove the fluid
k by aspiration. I also asked the patient to take her tempera-
It ture regularly morning and evening and to bring the chart to

me in a month’s time. A somewhat irregular chart lent
support to the diagnosis of tuberculosis. On Feb. 10th

d Mr. Waggett sent me some pieces of thick laminated mem-
brane which the patient had coughed up on the previous day

n and which were apparently portions of the wall of a hydatid
it cyst. The nature of the case was now clear and as the
it patient was in some danger of suffocation if any pieces of
d membrane became fixed in the trachea or the larynx, I had
h her admitted to the hospital as an emergency case. Her
as history whilst in the hospital is detailed above by Mr.
At Williams and I saw her again on April 18th when she
at expressed herself as feeling perfectly well and certainly
La looked the picture of health.

Hydatid disease is comparatively rare in this country and
a record of any case would be justified by this circumstance

)r alone. There are, however, some special points of interest
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in this case. Firstly, as to the cause. The patient has
aways lived near London and has never been abroad. The

only possible source of infection seems to have been a pet
dog which lives with the patient and which some few years
ago was much troubled with tape-worm. Secondly, the course
of the disease and the rupture of the cyst. That the true
nature of the disease was not recognised before rupture of
the cyst is hardly a matter for surprise, seeing that hydatid
disease of the lung is rare and that there are several points
in the medical history which obscured the clinical picture.
The tuberculous disease of the ankle and the history of
influenza and pleurisy seemed to furnish a sufficient
explanation of the symptoms and physical signs. When
did the cyst rupture ? In most of the recorded instances
of this occurrence there is a sudden gush of fluid through
the air-tubes which threatens to suffocate or to drown the
patient. No such escape of fluid occurred at any time in
this case. Was the pleurisy diagnosed in November,
1901, really a collection of fluid which had escaped from
the cyst into the pleural cavity ? There are certain
facts which lend support to such a supposition : (1) the
absence of any fluid expelled from the mouth; (2) the
fact, ascertained after the large pieces of membrane
had been coughed up, that the patient had during
a year or more occasionally coughed up small shreds of
membrane suggesting rupture of the cyst some time ago ;
and (3) the feeling of something giving way within the chest
whilst singing, followed by hemoptysis. Both the hsemo-

ptysis and the pleurisy may have been due to tuberculosis
and the hydatid cyst in the lung may have had no con-
nexion with these accidents. The condition of the apex of
the right lung seemed to indicate the presence there of
tuberculosis.
The satisfactory result of the natural cure of the disease is

also interesting. The physical signs before the patient left
the hospital and on her subsequent visit to me indicated
that a smooth-walled cavity containing air only was left. and
that this was contracting.

LEEDS GENERAL INFIRMARY.

A CASE OF TRIFID STOMACH.

(Under the care of Mr. B. G. A. MOYNIHAN.)
THE patient, a woman, aged 27 years, was sent to the

Leeds General Infirmary by Mr. Arthur Knowles of Halifax.
Nine years ago the patient, a thin, sallow-looking woman,
began to suffer from pain after food and vomiting. The
first "attack" came on quite suddenly when she was

apparently in good health ; the vomit was then copious
and deeply tinged with blood. At repeated intervals since
this there had been other "attacks" in all of which there
had been vomiting, and on one or two occasions blood in
small quantity had been ejected. The pain had been
noticed after all foods, generally within an hour of a meal.
All solids had been withheld for over 12 months on account
of the pain which they caused. In her present condition she
was constantly suffering from "indigestion." Even a
- drink of milk caused some pain, and every day or two
there was an outbreak of severe vomitirg. The fluid

ejected was sour and at times very offensive. During
the last four months there had been an increase in
the symptoms and she had been losing weight rapidly.
An examination of the abdomen was made ; the stomach was
inflated and subsequently washed out. On the following
grounds a diagnosis of hour-glass stomach was made :
1. On washing out the stomach only 16 ounces were

returned for every pint introduced. At the first washing five
pints were used and four were returned. 2. An examination
then revealed a succussion splash and "paradoxical dilata.
tion." 3. On inflation there was a large increase in the
subcostal tympany and the distension of the stomach in the
epigastrium was observed much later than is the rule. 4. A
loud, sizzling. forcing sound was heard over the left end
of the stomach during this delayed distension of the

epigastrium.
The abdomen was opened on Nov. 29th, 1902, and the

stomach was exposed. An hour-glass stomach was at once
recognised. There were two pouches with a constriction
which just admitted the middle finger between them. The

pyloric pouch was about equal in size to a small cocoanut ;

the pouch towards the cardia was of the size of a normal
stomach. The stomach was then explored up towards the
cardiac orifice, with the result that another constriction and
another pouch were exposed. This constriction would only
just admit the tip of the little finger. The pouch beyond it
was rather bigger than the middle compartment of the
stomach.

Semi-diagrammatic representation of the trifid stomach.

The cardiac pouch, it may be noticed, is drawn smaller
, 

than it actually was, as most of it was not pulled out-
side the abdomen ; the figure was drawn by Mr. W. O. Mayo
who was administering the ansestbetic. There were thus three
pouches in the stomach separated by two constrictions.

; Both constrictions showed considerable induration and some

puckering, the result of old ulceration. To remedy the
defects the first pouch was united to the second by the
operation of gastro gastrostomy, an opening being made that
would admit three fingers easily; the second pouch was
united to the jejunum by a posterior gastro-enterostomy ; and

. the constriction between the second and third pouches was
well dilated with the fingers. The patient’s recovery was

, without incident. She left the infirmary on the twenty-third
! day after the operation and had been taking ordinary diet for
, a few days before this

.Remarks by Mr. MOYNIHAN.-This case is the only one
recorded in which a trifid stomach, the result of the con-

, traction of old ulcers in the stomach, has been found.

Clinically the case was one of inveterate dyspepsia with
recent increase in the severity of the symptoms and with
recent rapid loss of weight. A diagnosis of hour-glass
stomach was made and at the beginning of the operation it
was supposed that this diagnosis was confirmed. But I never
begin any operation upon the stomach until I have exposed
the whole viscus and until I have examined and handled the
organ quite up to the cardiac orifice. It is only by acting
upon such a resolve that one avoids the error of uniting the
pyloric pouch of an hour glass stomach to the jejunum. Hour-
glass stomach is more common than is supposed. Including
this case I have operated upon 16 patients affected with this
disease ; in 14 the constriction was due to chronic ulceration
and in two to malignant disease. Mr. Knowles, who kindly
sent the patient to me, writes to me that it ’’ was owing to
reading the previous recorded cases of yours in THE LANCET 
that I was led to press the patient to come to you for
operation. I felt sure she had an ’hour-glass stomach."’ 

"

1 THE LANCET, April 27th, 1901, p. 1190.


